
Exam Date

MEDICAL EXAMINER'S CERTIFICATE

Handler / Operator Date of Birth

Signature of Independent Medical Provider

Phone

Independent Medical Provider Name (print)

Clinic and Location of Independent Medical Provider

Signature of Handler / Operator

Expiration Date

(check all that apply)

DEPARTMENT OF THE NAVY EXPLOSIVE HANDLER OR FORKLIFT OPERATOR
I certify that I have examined ______________________________in accordance with

MD/DO
PA
ANP
IDC

NAVSUP Pub 538 & NAVFAC P-300 (Forklift Operator, Program 710)
NAVSEA OP 5 & NAVMED P-117 (Explosive Material Handler, Program 721)
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FOR OFFICIAL USE ONLY - PRIVACY ACT SENSITIVE: Any misuse or unauthorized disclosure of this information may result in both criminal and civil penalties
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